employment, and pre-employment BCG vaccination where appropriate. Background -This study was designed to (Thorax 1997;52:994-997) assess the current incidence of tuberculosis (TB) in National Health Service of England and to evaluate the effectiveness of occupational health screening Tuberculosis (TB) is a prescribed occupational and surveillance procedures.
were in nurses and doctors, more com-cupational Health Department, a backup case Occupational Health monly in doctors. However, all but one of ascertainment system was set up using the sumed that TB in health care workers would ease, their incidence being higher than in Received 19 December 1996 be treated by respiratory physicians and would Returned to authors the community. As most cases present with thus be reported through the registry. 2 April 1997 symptoms, there needs to be continued Revised version received For the purposes of the registry TB in health 22 July 1997 emphasis on prompt reporting of sus-care workers was defined as TB, pulmonary or Accepted for publication 25 July 1997 picious symptoms both before and during otherwise, for which full chemotherapy was group.bmj.com on June 20, 2017 -Published by http://thorax.bmj.com/ Downloaded from given, or presumed tuberculous infection for The ethnic groups were split into white, those from the Indian subcontinent (ISC) and other, which chemoprophylaxis was given. A health care worker was defined as anyone working in and social class was in accordance with the Standard Occupational Classification. 7 Health a National Health Service hospital whether employed by the National Health Service or care workers were compared with a matched socioeconomic group rather than with the by contracting agencies. Details of the cases were extracted from occupational health re-whole population, which would include poor and unemployed people who are likely to be at cords, questionnaires sent to clinicians reporting on the registry, and from hospital case higher risk of tuberculosis.
Workforce and community incidences are notes.
The size and composition of the hospital reported per 10 4 with 95% confidence intervals. The incidence rate ratios were calculated comworkforce in the West Midlands for non-medical staff was obtained from the statistical in-paring the incidence of TB in health care workers with the incidence of TB in the general formation unit in the Department of Health. Information on hospital doctors in the West population restricted to the relevant age, ethnicity, social class, and sex where appropriate. Midlands was obtained from personal communication (D Hubbard, statistical informa-The incidence rates were compared and the 95% confidence intervals were computed based tion unit in the Department of Health, Leeds). Mid-period data were available (1993 for non-on the incidence rates being Poisson distributed. A p value of less than 0.05 was conmedical staff and 1994 for medical staff).
The incidence of TB by age, sex, ethnicity, sidered significant. and social class in adults of working age in the West Midlands was calculated using numerator data from the 1993 national TB notification survey database and denominator data from Results
The relevant workforce in the West Midlands the 1993 labour force survey (André Charlett, PHLS Communicable Disease Surveillance comprised 5840 doctors (1914 of ISC and other non-white ethnic origin), 39 848 nurses, Centre, London). A wide age range (20-64 years) was used and there was no analysis of and 9683 staff in professions allied to medicine, scientific and technical departments. 4 5 Of the narrower age bands because of small numbers. nurses, 88.9% were white and 88% were one laryngeal) and all except case 10 (radiotherapist) worked with general medical and women.
There were 28 cases meeting the definition elderly patients but not with children or known immunosuppressed patients. Screening of staff of TB in hospital health care workers (tables 1-3). Case ascertainment in this study was in contact with infectious health care workers yielded no secondary cases of TB or presumed probably as complete as is reasonably possible. The occupational health department recording tuberculous infection. No patient in contact with an infectious health care worker is known system yielded 22 cases, all of whom were also known to the Midland Thoracic Society rare to have developed tuberculous infection or disease. We have no information as to the outcome respiratory diseases registry. The registry yielded a further six cases not known to an oc-of screening of community contacts. cupational health department (five doctors and a theatre technician). There were 26 cases of active TB requiring full chemotherapy and Discussion
The annual incidence of TB in nurses was not three cases with presumed tuberculous infection for which chemoprophylaxis was given, significantly greater than that of a mixed ethnic group in the social class 2 working age popuincluding one case (case 20) in both categories (table 4) . lation of the West Midlands (table 5) . However, all except one of the eight nurses was white Of the 26 cases of active TB, 24 presented with symptoms. Occupational surveillance and born in the UK; the other came from the West Indies but had lived in the UK for over detected only one case of active TB and an additional three subjects who received chemo-20 years. The annual incidence of TB in white nurses was significantly greater than that of prophylaxis for presumed tuberculous infection (table 4) .
white females in the local social class 2 working age population. In addition, among the social The 26 cases of active TB comprised eight nurses, 14 doctors, and four others (tables 1-3). class 2 working age population in the West Midlands, most cases of TB (74%) are in The annual incidence of TB in the workforce is summarised in table 5. There were 13 men non-whites, strikingly different from the ethnic composition of our group of nurses with TB. and 13 women, and their mean age was 36 years (range 21-62). Ethnic groupings were as We therefore speculate that the nurses may have contracted TB in the course of their work. follows: 10 white, 12 ISC, one Black Caribbean, one Malaysian, one Anglo-Indian, and All, in various specialities, could have been exposed to patients with infectious TB and, one Egyptian. Of the 26 cases, 17 had had prior BCG, five had not, and in four cases we indeed, five out of nine reported contact with sputum smear positive patients. had no information.
Of the 26 cases, 11 were pulmonary and 15
The annual incidence of TB in doctors was much higher than in nurses. However, all but extrapulmonary. Of the three pulmonary cases that were smear and culture negative, all had one of the doctors were foreign born, principally in the Indian subcontinent (ISC), and their the diagnosis confirmed by histological examination of the excised tissue. Of the 15 incidence was not significantly greater than in the ISC and non-white ethnic group social class extrapulmonary cases, five were diagnosed clinically whilst the others had bacteriological 1 working age population in the West Midlands.
We therefore feel that we are dealing with a (seven cases) and/or histological (10 cases) confirmation of the diagnosis. All mycobacterial high ethnic rather than an occupational risk and that these doctors had probably acquired cultures isolated were fully sensitive to first line antituberculous drugs.
infection abroad and developed reactivation, rather than acquired infection occupationally No health care worker was known to be HIV positive and none had AIDS. Five were in the UK, although it is impossible to be certain about this. In addition, most of the infectious (four smear positive pulmonary and group.bmj.com on June 20, 2017 -Published by http://thorax.bmj.com/ Downloaded from doctors were fairly recent entrants to the UK onably possible. Most cases of TB were in nurses and doctors, more commonly in doctors. and therefore in the period of maximum risk for development of TB. 8 We have no information as All but one of the doctors were foreign born and probably had reactivation of infection acquired to return visits abroad, another risk factor. 9 The single case in a white doctor was that of a abroad rather than infection occupationally acquired in the UK. All but one of the nurses, surgeon in whom DNA fingerprinting confirmed that his mycobacterial strain matched however, were UK born and may have had occupationally acquired disease, their inthat of a patient with TB on whom he had operated.
cidence being higher than in the community. The other health care workers were a small Other staff groups with TB comprised a small heterogeneous group (tables 3 and 5). Some heterogeneous group and their incidence was similar to that of the general population. In previous surveys found mortuary attendants and laboratory workers to be at increased risk. 1 3 nurses with TB, pre-employment screening had been satisfactory but in other staff groups, parThere was only one case of a mortuary attendant with TB in our study, but no laboratory ticularly doctors, such screening was patchy and, had it been carried out to currently reworkers. It is of note, however, that case 24 was a close domestic contact of a sputum smear commended standards, might have led to earlier diagnosis in two (of a total of five) cases positive case and case 25 had been in India one year before presenting with symptoms.
who were infectious at the time of presentation.
As most cases present with symptoms, there Pre-employment screening was particularly lax in doctors, with seven of the 14 doctors needs to be continued emphasis on prompt reporting of suspicious symptoms both before being unscreened. Had these seven been screened according to the present code of prac-and during employment, and a continued policy of offering BCG vaccination to previously tice, 10 four cases (10, 11, 14 and 19), of which two were infectious (cases 10 and 11), might unvaccinated subjects who are Heaf negative before employment. 
